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Abstract: Health care in the United States is going through significant changes and is at the
forefront of the political landscape. While the health care debate rages on, leaders need to
forge ahead and continue to work towards population-based health care and investing in their
communities in a fiscally conscious way. Many innovations are happening but more needs to
be done, especially in upstream services improving the health of the community. Research
shows that investing in social care services and community-based investments results in
lower health care expenditures and better health outcomes. Efforts should be placed on
exploring a blended medical/social model of care while considering blended funding sources
wherein the community needs to be active participants in this explorative process.
Keywords: health care delivery, health system, health policy, leadership, medical and social
care models
Introduction
Health care delivery is going through tumultuous changes. Up until the 1980s,
health care providers enjoyed clinical freedom to practice medicine, without much
concern for costs, as long as patients were being treated. When costs began to rise,
various models of care including managed care and capitation systems entered the
market but did little to curb rising health care costs as economic incentives were
still tied to volume. We must develop a system that provides cost-effective, quality
health care in a way that creates meaningful value.
Finding the value in health care
United States (US) health care expenditures are much higher than other developed
nations yet we are ranked 37th among the world’s health care systems in overall
performance, trailing behind in a number of key indicators including infant mor-
tality, and overall life expectancy.1 Too many Americans still do not have access to
quality health care and costs continue to rise – amounting to 17.1% of the GDP.2 It
is clear that our health system needs a significant redesign and bold leadership is
needed as we consider the following: what are we really buying and are our
investments yielding the value we deserve as a nation?
We have begun the transition to value-based care where the outcome of the
patient is the indicator of payment; this shift shows promise in rethinking how we
reimburse care. To make this leap; however, health systems cannot do this alone.
We need to create strategic partnerships with communities in order to make more
than incremental improvements in value-based care, using a population health
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mindset. The old business model of fee for service in a
fragmented system is no longer viable. While many in our
industry have profited from this model, we have not as a
nation. We have learned much since the enactment of the
Affordable Care Act (ACA) of 2010 and as the future
health system emerges, we must not forget the lessons of
the past. This strategic direction needs to forge onward
despite the political debate in Washington, DC.
Health policy and innovations
The ACA was meant to change the American health sys-
tem, including the way health care is governed, managed,
and delivered in the United States. To be explicit, the ACA
was meant to achieve universal health coverage, consistent
with other developed countries around the world.3 Before
the ACA, 1 in every 5 Americans were covered by
Medicaid, the largest health insurance program in the
United States.4 Yet, 44 million nonelderly individuals
remained uncovered.5 The ACA helped to expand
Medicaid coverage in an effort to close that gap.
Consequently, increased coverage enabled a paradigm
shift from a fee for service care model that is volume
driven to a population health model that is value driven.6
Moreover, it provided a platform to experiment across
health care delivery systems, promoting value with a
large community impact.7 Innovations during the last
nine years include:
● Experimenting with different delivery structures that
help to meet Quadruple Aim initiatives of improving
patient experience, improving the health of popula-
tions, reducing the per capita cost of health care, and
improving provider experience;8
● Integration of technology that evolved from the fed-
eral mandate for providers to switch from paper to
electronic medical records;9
● Exploration of innovative payment structures that
promote inter and intra systems collaboration;10 and
● Integrating community health data into population
health strategies and connecting community health
investments into overall health system strategy.11–15
With the current political shift, health care leaders are
uncertain about what to do next. Many may be inclined to
stall and use the “wait and see approach” on the aforemen-
tioned initiatives as policies are impacting health care deliv-
ery incentives in real time. The debate over the effectiveness
of the ACA continues to be discussed among major health
care and political constituents. What is known, however, is
that over 20 million people have gained access to health
insurance, the growth rate of health care expenditures in
our nation has slowed down, and health care providers have
begun the journey of finding ways to improve integration and
continuity, providing better access and improved outcomes
for the communities they serve.16
As the nation continues to debate whether there is a full
repeal of the ACA or not, we will see necessary course
corrections and there will continue to be key issues that
should be addressed outside of any political rhetoric. As
health care leaders, we should be standing in the gaps and
work towards correcting what is not working, moving our
country in the right direction.
Considering the social impact on
health
Upstream services (ie, services addressing nonclinical primary
prevention including public policy, improving the physical
environment, socio-economics, and health behaviors) are
often correlated with what happens downstream (ie, medical
or clinical services).17 Approximately 88% of health care
spending is allocated to downstream services; yet according
to County Health Rankings, the impact of medical service
delivery on overall health is between 10% and 20%.18 Our
lack of investment in social services has resulted in increased
costs without making substantial improvements in health out-
comes. Encouraging continuity of care and addressing the
transitions between clinical and social services are critical
components for quality outcomes and can lead to improve-
ments in health.
In 2016, social services (ie, community development,
welfare benefits including unemployment, housing, social
protections, and food assistance) accounted for 8% of the
GDP whereas medical services was double that.19
Adhering to responsible financing, partnering across social
and medical domains is essential as most downstream
health care conditions which happen to be the most costly
in terms of services rendered, can be prevented with
investment in upstream services. In a study conducted
through a partnership of a number of entities including
the California Endowment and Robert Wood Johnson
Foundation, keeping people healthier by focusing on
upstream prevention services can yield long-term cost
savings. It was found that investing $10 per person per
year in an evidenced-based community disease program
could amount to a savings of $2.8 billion dollars annually
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within 1–2 years in health care costs, and over 5 years, a
savings of $16 billion annually.20
Impacting health on a community level starts with asses-
sing the current state of individuals and communities.
Understanding the challenges of moving the health dial by
addressing the principles of the social determinants of
health and tools such as community health needs assess-
ments (CHNAs) in health care decision-making will help
key stakeholders understand what is needed to truly impact
the health of a community. For example, non-profit hospi-
tals have been using this approach since the Internal
Revenue Code (IRC) Section 501(r) went into effect in
December of 2014 mandating tax-exempt hospitals to per-
form CHNAs as part of their required reporting structure.21
As a result, health care leaders are increasingly considering
population health implications in their strategic initiatives
and forging productive community partnerships to make
this happen.22
In alignment with a medical/social model of care, is
the exploration of different funding structures, one of
which is blended funding and partnerships to address
health-related social needs particularly for low-income
persons and the highest utilizers in the current health
care system. This financial framework continues to
evolve but shows promise as a contribution to the
national conversation on health reform and is worth con-
sidering as outlined in the February 2016 National
Academy for State Health Policy brief.23 Communities
may benefit from blended funding where funding from
individual sources is merged to address the social deter-
minants of health; this could help mend the current frag-
mented system that is challenging for an individual with
low income to navigate and actually receive services
most needed to keep themselves and their loved ones
healthy.24 Instead of accessing multiple entities and fund-
ing streams to procure health services such as mental and
behavioral health, home health, physical and occupa-
tional therapy, nutritious food, warm clothing, and trans-
portation, this can all be coordinated by one entity, which
is managing the coordination of services and a more
coordinated payment on the back end. There is an oppor-
tunity for cost savings and a reduction of a duplication of
services wherein this funding structure could help align
costs with health outcomes needed in value-based care.
Leadership action
Consideration of the following points will help leaders to
address challenges and seize opportunities in a systematic
matter aligned to the strategic direction within their
organizations:
1. Successful leadership will depend on the quality of
attention and intention that the leaders bring to the
current challenges we face.
2. Consumers have more purchasing power and are
demanding transparency in pricing and value; lea-
ders need to meet the consumer needs in terms of
what the consumer values.
3. Technology is continually being infused into our
everyday lives and is becoming a necessity; leaders
need to leverage technology, including investing in
big data, in providing value to their patients.
Familiarization of new entrants − nontraditional,
innovative companies are coming into the market
with high tech solutions to meet consumer’s health
needs (ie, telemedicine, digital health tracking and
monitoring gadgets, video conferencing with health
consultants).
4. Delivering health care based on a fee for service
model is financially unsustainable within the current
environment so leaders need to seek different ways
of doing business by proposing funding models in
alignment with the health care transitions.
5. Patient-centered care models and care coordination
are essential in the continuum of care; leaders need
to decide where their organization will make their
impact along the delivery of care.
Integrated delivery systems, financial structures, and
population health management models need to revolve
around the Quadruple Aim which will require increased
collaboration across traditional and nontraditional health
care settings.
Bold leadership is needed today
We know what needs to be accomplished and we need to
lean into the strategies that improve health and reduce
costs. Being authentic and understanding why your orga-
nization exists while adapting to current times and con-
necting with where people are today, is crucial in order to
create value by making meaningful strides in health
improvement.
There are pockets of inspiration outlined in Table 1
where organizations are leading on this front.
Recent literature shows a growing number of hospitals
and health systems are working on various innovations
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beyond inventions and medical products to include new
processes, service delivery, and management systems.30
The co-creation movement results in a set of small
living examples that explore the future by doing. It also
results in a vibrant and rapidly widening network of
change-makers who leverage their learning across proto-
types and who help each other deal with whatever innova-
tion challenges they face. There is a groundswell of
individuals and communities across the country leaning
into the reform that is needed for a vibrant health care
system. Forging ahead, let us be responsible for our
actions, nurture the successes we have achieved, and
course correct where we need to improve.
By bringing together diverse leaders and community part-
ners who understand the needs of vulnerable communities,
connecting community health data to hospital strategy, and
taking concerted action together, we can restore health systems
as trusted community partners and reconnect to our purpose.
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